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This Plan of Correction is the center'’s credible
}ég2§ NFPA 101 LIFE SAFETY CODE STANDARD K 029| aliegation of compliance.
One hour fire rated construction (with % hour Preparation and/or execution of this plan of bw:,:emon
fire-rated door : does not constitute admission or agreement by tie
iz s) or an approved autorpatic fire provider of the truth of the facts alleged or conclusions
extinguishing system in accordance with 8.4.1 set forth in the statement of deficiencies. The plan of
{ and/or 19.3.5.4 protects hazardous areas. When correction is prepared and/or executed solely because
- the approved automatic fire extinguishing system | it is required by the provisions of federal and state law.
| option is used, the areas are separated from |
| other spaces by smoke resisti iti ' K 029 -
| - pDOOFS a}'{re sl ES.ISfIng é}ar.tltlonts and It is the practice of this facility to ensure tl:uat all smoke i; 11:"18“1
2 i =lI-Closing and non-ra ed or resisting partitions and doors are in compliance at all ;
field-applied protective plates that do not exceed times. '
48 inches from the bottom of the door are The penetration at the Central supply room door did
permitted. 19.3.2.1 have fire caulk present, but was redone to meet the
standards on 10/18/11. The area above the fire door at
room 217 will be completed by Life Safety Services by
11/18/11.
Maintenance supervisor will monitor all work to ensure
that the unsealed penetrations are properly corrected to
| T : . . meet the code guidelines.
! This STANDARD is not met as evidenced by: Preventative Maintenance program will include review
' B‘ased on observation and interview, the facility of these identified areas for penetrations on a monthly
failed to assure hazardous area ' s fire rated basis.
construction is maintained' The maintenance supcrvisor will report the results of the

’ preventative maintenance logs to the facility

The findings include: performance improvement committee (Administrator,

Observation and interview with the Maintenance DNS, ADNS, SDC, RD, Social Services, Activities
Director, on October 12, 2011 at 11:45 a.m. Director, Case Manager, Medical Director, and
confirmed unsealed penetrations above the Maintenance Supervisor) at least quarterly during the

90-minute fire door by room 217 and above the monthly meeting for review and recommendations as

basement Central Supply room door at a conduit tndicted.
penetration. ‘

K 052 | NFPA 101 LIFE SAFETY CODE STANDARD K 052 This Plan of Correction is the center’s credible

sS=D allegation of compliance.
A fire alarm system required for life safety is Preparation and/or execution of this plan of correction |
installed, tested, and maintained in accordance does not constitute admission or agreement by the . [
with NFPA 70 National Electrical Code and NFPA provider of the truth of the facts alleged or conclusions
72. Th t h d : set forth in the statement of deficiencies. The planof |

: 5 'SYS SHE g apprp NE ,mamtenance correction is prepared and/or executed solely because

and testing program complying with applicable it is required by the provisions of federal and state law.

requirements of NFPA70and 72. 9.6.1.4

LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE TITLE (X6) DATE
/541 j o Dﬁi/‘ WAk (] Lirvoraadalon) 1039 |“

Any deﬁciency-gtalemenl ending with an asterisk (*) denotes a deficiency which the institution may be excused from correcting providing it is determined that
other safeguards provide sufficient protection to the patients. (See instructions.) Except for nursing homes, the findings stated above are disclosable 80 days
following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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K [ ) K 052
052 | Continued From page 1 K 052 Itis the practice of this facility to ensure that all smoke 11/18/11
detectors are located at least 1 foot and no more than 5
feet from either side of a fire door and that door release
. devices are not powered by a secondary power supply.
The smoke detectors were installed and completed by
H Simplex Grinnel on 10/26/11.
. Maintenance supervisor monitored the placement of the
smoke detectors to ensure that they were properly |
; ; . installed and operating correctly. [
This STANDARD is not met as evidenced by: Magnetic door locking hardware does disengage when I
Based on observation and interview, the facility the fire alarm system is activated. This occurs
failed to assure smoke detectors were located at e e o s U By e e )
. power or on emergency generator power. The facility
Ie_ast 1 foqt and no more than 5 feet from either ilT ke any anci‘all appticabla changes fo the
side of a fire QOOF (NFPA 72,2-10.6.5.1.1 ) magnetic door locking system if required once the
The findings include: BLHCF issues their final ruling.
Observation and interview with the Maintenance el a]')amf‘ iy ?hgck‘:g e e
. : quarterly basis which includes the smoke detectors.
DII’E;(.:tOF, on October 12, 2011 at 1 0'45_ a‘_m‘ Maintenance supervisor will report the results of the fire
con u’m_ed no smoke detectors were within 5-feet alarm system check to the performance improvement
of the fire doors by rooms 112 and 215. committee (Administrator, DNS, ADNS, SDC, RD,
Social Services, Activities Director, Case Manager,
Medical Director, and Maintenance supervisor) at least
quarterly during the monthly meeting for review and
] ) . N recommendations as indicated.
Based on observation and interview, the facility
failed to assure door release devices were not
powered by a secondary power supply.(NFPA
72-3-9.7.3)
The fmdlngs include: This Plan of Correction is the center’s credible |
allegation of compliance. |
Interview with the Maintenance Director, on ; ] o
October 12, 2011 at 1:45 p.m. confirmed the i Preparation and/or execution of this plan of correction
o et B : ol does not constitute admission or agreement by the
magnetic I_ocklng hardware power supply was -! provider of the truth of the facts alleged or conclusions
also supplled from the emergency generator. [ set forth in the statement of deficiencies. The plan of
K 062 | NFPA 101 LIFE SAFETY CODE STANDARD | K062 correction is prepared and/or executed solely because
SS=D | it is required by the provisions of federal and state law. |
Required automatic sprinkler systems are ; e 11/18/11
continuously maintained in reliable operating | g i
condition and are inspected and tested e
Yo | sprinkler syste 3
periodically.  19.7.6, 4.6.12, NFPA 13, NFPA E system components. _
25,9.7.5 | The wiring above the lay in ceiling by the stairwell door
| and room 211 was removed from the sprinkler piping by
10/18/11. J
i |
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I Maintenance supervisor and assistant_ checked all
K 062 | Continued From page 2 K 062| sprinkler piping throughout the buiIdmgto ensure that
there was no wiring attached to the sprinkler pipes by
. . . 10/18/11. _
| This STANDARD is not met as evidenced by: Preventative maintenance program will include review
| Based on observation and interview, the facility of all sprinkler piping to ensure that wiring remains
| failed to assure the sprinkl ! removed on a quarterly basis.
| used to s it P t er system was not Maintenance supervisor will report the results of the
[ upport non-system components. (NFPA sprinkler system check to the performance improvement
! 13, 9-1 ._1.7) _ committee (Administrator, DNS, ADNS, SDC, RD,
The findings include: Social Services, Activities Director, Case Manager,
Observation and interview with the maintenance Medical Direstor, and Maintenance Supervisor) av i
. . x i I ti review an
director, in the corridor, on October 12, 2011 at ?efoﬂ’;i‘;;fogn;h:ﬁnojﬂifee e
10:45 a.m.. wiring above the lay in ceiling by the
stairwell door and room 211 was attached to or | This Plan of Correction is the center’s credible
supported by sprinkler piping . allegation of compliance.
K NF
069 PA 101 LIFE SAFETY CODE STANDARD K069 Preparation and/or execution of this plan of correction
SS=D Y eys . does not constitute admission or agreement by the
| Cooking facilities are protected in accordance provider of the truth of the facts alleged or conclusions
fwith 9.2.3.  19.3.2.6, NFPA 96 set forth in the statement of deficiencies. The plan of
correction is prepared and/or executed solely because
it is required by the provisions of federal and state law.
This STANDARD is not met as evidenced by: | gt
Based on observation and interview, the facility 5‘039 tice of this Bcility b -~ | 1
H = x . 15 the practice © 15 Iaciiy 0 ensure any
failed to assure commc:;rmal_cookmg equipment commercial cooking equipment have a drip tray that
had a drip tray that drained into an enclosed drains into an enclosed metal container having a
metal container having a capacity not exceeding capacity not exceeding 1 gallon. |
1 gal (NFPA 96, 3-2.6 ). The enclosed metal container that contains any :
| The findings include: grease below the cooking hood was installed |
| Observation and interview with the Maintenance | on 10/24/11.
Director, on October 12, 2011 at 10:45 a.m. The grease trap will be checked with each hood filter
confirmed there was no enclosed metal container cleaning which will be done on a monthly basis.
to contain grease below the cooking hood hﬂ"’ d;f‘“‘“" c“‘]‘f"”"’e or designes assigned to clean the
; : ood filters will check and document on the cleaning
K 073 | NFPA 101 LIFE SAFETY CODE STANDARD K 073 schedule when completed. Maintenance supervisor will
SS=F | | check quarterly with preventative maintenance program
| No furnishings or decorations of highly flammable "‘“‘:hfep"?fany 1550
to the performance improvement committee
character are used. 19.7.5.2, 19.7.5.3, 19.7.5.4 | (Administrator, DNS, ADNS, SDC, RD, Social
! Services, Activities Director, Case Manager, Medical
Director, and Maintenance Supervisor) at least quarterly
during the monthly meeting for review and
This STANDARD is not met as evidenced by: TesguumEBdRGaHAH NI
Based on observation and interview, the facility
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’%?E)Fl 'E;( tsagﬁgmﬁyﬁﬁ@ ES §§§§,‘§5‘§g‘g‘5im ID PROVIDER'S PLAN OF CORRECTION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) P?‘E{?x cégngH CORRECTMEAGTION SHOULD BE comPLETION
-REFERENCED TO THE APPROPRIATE DATE
DEFICIENCY) :
B3 C?ntlnued From page 3 K 073 This Plan of Correction is the center's credible
fdalled to assure combustible decorations had allegation of compliance.
fi I'Oeclifg:aerndt:r:[?{nhltlgPsAha\#éh?g \;!esr e treated with a Preparation and/or execution of this plan of correction
The findings include: , 19.7.5.4). . does ;or constitute admission or agreement by the )
A . | provider of the truth of the facts alleged or conclusions
Opse rvation and interview with the Maintenance set forth in the statement of deficiencies. The plan of
Director, on Octaber 12, 2011 between 10:00 c.:orrecrtoin is prepared an.d.f'or executed solely because
a.m. and at 2:00 ! By it is required by the provisions of federal and state law.
‘ p.m. confirmed the facility failed
to prov@e documentation that indicated
decorations and quilts in the corridors were
! treated with fire retardant material. K073 | 11/18/11
-[ It is the practice of this facility to ensure that
! combustible decorations be treated with a
[ fire retardant and have supporting
[ documentation of this.
Maintenance supervisor will have
documentation completed on decorations
and quilts in the corridors that show that they
have been treated with fire retardant material
as per regulations by 10/31/11.
Each applicable item will be tagged and
logged when treated.
Any decorations that are brought in for use
in the common areas will be treated with fire
retardant, logged and tagged as indicated.
Maintenance supervisor will check quarterly
with preventative maintenance program and
report any issues to the performance
| improvement committee (Administrator,
: DNS, ADNS, SDC, RD, Social Services,
! Activities Director, Case Manager, Medical
Director, and Maintenance Supervisor) at
least quarterly during the monthly meeting
for review and recommendations as
indicated.
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